Sir,
The most important features of a natural reconstructed nipple are symmetry and a durable valid vertical projection. A frequent drawback of the methods currently used for nipple reconstruction is the loss of nipple projection in the longer post-operative term. Although numerous nipple-areolar complex reconstruction techniques have been described, [1] [2] [3] common among these techniques is a failure to maintain a nipple projection over time (estimated at 17%-75%), and difficulties related to maintenance of nipple projection have been well documented. [4] As proposed by Caterson et al. for nipple-areolar projection, [1] we present a surgical technique that uses a purse-string to increase nipple projection.
Our surgical procedure is carried out under local anaesthesia (mepivacaine 2%); first, using the contralateral nipple diameter as a template, we made 6-8 small triangular skin incisions with an 11 blade scalpel; the incision of each triangle's base is equally spaced 2 mm outside the desired nipple diameter. These triangle-shaped areas are deepithelialised; then, through an incision site, a purse-string suture (cervical visor-3 Gore-Tex) on a straight needle is subsequently inserted and continued through all the incisions and is placed within the deep dermis [ Figure 1 ]. This suture material is uniquely suited due to the following property: it is strong and permanent, and it slides very easily through the tough dermal layer. Gentle traction is applied until there is good projection, and the purse-string suture is tied under moderate tension. The wounds are closed in double layers.
A 'donut' dressing is applied to avoid compression of the nipple for 4 months postoperatively.
In our clinic, this method was used with nine women (one bilateral case and eight unilateral cases of loss of nipple projection). They were no cases of infection, nipple ischaemia or other complications.
No permanent sutures required removal for infection or exposure.
Our experience using this technique has provided a stable projection of the nipple with at least 1-year follow-up represented in pre-and post-operative photographs, as shown in Figure 2 . There were no deformities of the nipples or the areolas after this procedure and no decrease in the nipples or areolas size; the triangular vertical skin excisions around the nipple avoid the skin excess during the nipple lift.
This method is very simple in concept and procedure without a complicated design; it does not require Letters to Editor another donor region or advanced skill. This procedure is a speedy and reliable method for restoring the loss of nipple projection.
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Bilateral superficial brachioulnar artery in a cadaver along with bilateral absence of palmaris longus
Sir, We present a cadaveric case report which illustrates superficial ulnar artery (SUA) bilaterally. This subject also had a bilateral absence of palmaris longus and persistence of median artery in the right limb, which makes this case unique with a constellation of variations in both upper limbs. We briefly review other reported cases to discuss the occurrence of SUA variant and its importance.
The subject is a female cadaver of Indian ethnicity. No scar or incision marks were found on the upper limbs. On the right side, the ulnar artery arose as a branch from the brachial artery [ Figure 1 ] and ran a superficial course just deep to the median cubital vein [ Figure 2 ]. It then ran over the superficial forearm flexors and came to lie lateral to the flexor carpi ulnaris and ulnar nerve in the distal forearm [ Figure 3 ]. The ulnar artery continued as the superficial palmar arch which anastomosed with the 'persistent' median artery which had coursed through the carpal tunnel along with the median nerve [ Figure 4 ]. The median artery is an embryonic vessel that usually regresses during development. On the left side, the origin of the ulnar
